diagnosing pleurisy, the symptoms and physical signs were well marked, and the patient passed along as in an ordinary case of secondary pleurisy, the only peculiarity being a gradual increase in the rapidity of the pulse. At the end of ten days, October 11, nearly four weeks from the time of the accident I decided that it was necessary to remove the effusion. The family, objected. Tuesday she had a chill; the family consented to let me perform paracentesis. Wednesday, October 16, I operated removing two quarts of pus. All the symptoms abated and the chills ceased. The temperature fell to 99.5. The pulse, which had reached 160, dropped to 120 in the minute. Nov. 2, 1895, the temperature was 102.5,
respirations 40, the pulse 150. I decided to operate the second time. I plunged a trocar and canula between the sixth and seventh ribs, just posterior to the axillary line. The first operation was performed with an aspirator; but as I wished to introduce a drainage tube, the second operation was performed as described. The trocar was withdrawn and the canula left in place. Three pints of pus were removed and a No. 7 (Am.) soft rubber catheter passed through the canula into the pleural cavity, under proper aseptic precautions. The canula was withdrawn leaving the tube in place. A safety pin was passed through one wall of the catheter, a string tied to each end of this and the strings held in place by strips of adhesive plaster. The temperature and rapid respirations abated at once and within two or three weeks both were normal and the pulse had fallen to 120.
Malt, cod liver oil and iron tonics were administered and she gradually improved. It was not until Jan. 2, 1896, that the pus ceased flowing and only one inch of the tube remained within the chest wall; the tube was removed and the opening closed antiseptically.
The patient has remained well, but the adhesion of the pleural walls has left the right side smaller than the left and cause the right shoulder to fall considerably below the level of the left; improvement is noticeable however, and at the present writing (April) she has very little deformity. Fritz Thavenet, aged 9 years, by the accidental discharge of a small target rifle in his own hands, consequently at close range, was shot through the chest from front to back. The ball, a 22-caliber, conical, entered one inch below and one-half inch to the left of the tip of the ensiform cartilage and almost touching the costal arch at a point exactly opposite the costo-cartilaginous articulation of the seventh rib. It ranged upward, backward and a very little outward, emerged between the ribs, at the point shown in photograph, and lodged in the trapezius muscle from which it was easily extracted. A line drawn horizontally around the chest at this point is just four and one\x=req-\ half inches above the entrance wound. His condition one hour after receiving the wound was, pulse 84, respiration 26 and rather shallow; temperature not taken, but seemed to be slightly subnormal and there was a general pallor of the skin, but no vomiting; and when asked if he felt sick at the stomach replied, "not much." Hemorrhage was slight. Air escaped with a bubbling sound when the ball was cut down upon and removed. The first dressing consisted in rendering both wounds as aseptic as possible, loosely plugging them with iodoform gauze, covering with large thick pads of gauze and absorbent cotton and the application of a roller bandage around the chest sufficiently firm to slightly restrict respiratory movement. This dressing was not disturbed for twenty hours, during which time, and for forty-eight hours after, he was given nothing but liquids in very limited quantities, and he was kept in a recumbent position with head and shoulders elevated. At the second dressing, the wound in the back was covered with fresh pads and allowed to close, but the entrance wound was cleansed and plugged at each dressing for eight days. His recovery was rapid and without event; the temperature at no time was above 100 F. and at the present writing, sixteen days from the receipt of the injury, he says he feels as well as ever, there being no pain or discomfort. The wound in the back is completely healed and the one in front, having been burned with the powder, suppurated a little and is not yet closed. He was permitted to be up on the fourth day, was out of the house the greater part of the time after the sixth day, came to town, a distance of over a mile, on the tenth day.
A study of the anatomy of the parts will show that it is possible that the stomach was not wounded, but the question naturally arises, where was the left border of the liver at this time? If either of these organs were wounded, notwithstanding the smallness of the missile, there certainly would have been symptoms indicative of the fact.
The apparent miraculous escape of the stomach from injury can be accounted for by an anatomical fact and a physical condition, viz: The patient being only 9 years old the natural position of the stomach approaches more nearly the perpendicular than it does in adult life; consequently instead of the superior curvature we have an irregular oblique line, the upper third of which lies to the left of the median line. In harmony with this in this particular case is the fact that his breakfast that morning was small, consisting wholly of wheaten pancakes, and as full four hours had elapsed before the shooting, stomach digestion had advanced to such a degree as to leave that organ almost empty, but whatever of its contents there was yet remaining, it was in the most dependent part and by its weight would thus aid in dragging the stomach downward, diminishing the size at the cardiac extremity, increasing its perpendicularity and carrying the entire organ toward the left, as the boy was standing at the time of the accident.
Taken in all its bearings it was a narrow escape between the stomach on one side and the left border of the liver upon the other. The descending aorta must have been uncomfortably near the track of the bullet also, not to mention other minor but none the less vital organs in the immediate region of the wound. O'Conner, at the South Side Hospital, we met with a difficulty somewhat out of the ordinary. The case was one of urinary fistula\p=m-\the fistula opening upon the left side of the scrotum and due to the strictures.
Beginning two inches from the meatus and involving the urethra from this point backward for the distance of another inch was a stricture that would admit nothing larger than a filiform ("a filiform stricture"). After the filiform was passed through this and into the bladder an opening was made in the perineum.
An effort was now made to pass a tunneled Maisonneuve urethratome (No. 6 F.) over the filiform in order to cut the anterior stricture internally, but the stricture tissue was found so rigid that the shaft of the urethratome could not be made enter the lumen of the stricture with ordinary pressure. As a dernier ressort an attempt was then made to divulse the stricture by pushing the instrument with sufficient force to accomplish the object in view, but this proved a failure, for, instead of the Maisonneuve entering the stricture the penis (rather a small one) was simply crowded backward into the perineum. The filiform was now withdrawn and after the removal of the tunneled tip from the urethratome the regular screw guide was attached, thus giving the entering part of the instrument more of the wedge form, but with this change no better success was met with. This instrument again was removed, a filiform passed and the smallest tunneled instrument in our possession used, hoping to divulse or dilate sufficiently to allow the cutting instrument to pass. This, again, was a failure.
It now suggested itself to me that to pass a silk ligature through the urethra the stricture might be sawed (Abbe's method for the esophagus) sufficiently to permit the urethratome to pass. This proved a success and was accomplished by tying a small-sized ligature around the bulbous end of the filiform, already in the urethra, and drawing the filiform with the thread out through the perineal opening. This left one end of the string projecting from the meatus, the other from the perineal wound, and by taking hold of these two ends and resorting to a sawing motion while an assistant made pressure on the under surface of the penis at the location of the stricture, we were soon able to secure sufficient room for the introduction of the Maisonneuve urethratome.
The ligature was threaded through the tunneled end of the urethratome and utilized as a guide. 77 and 79 South Thirteenth Street.
